D espite their natural affinity, the relationship between psychiatry and primary care has been characterized by poor communication, a lack of personal contact, and a mutual lack of respect-to paraphrase Winston Churchill, "two cultures divided by a common concern." Fortunately, this picture is beginning to change as a variety of factors bring mental health and primary care services into closer contact.
One such factor is the restructuring of health care systems taking place in many communities across Canada, which invariably emphasizes primary care as the cornerstone of a local health care delivery system. This is consistent with one of the goals of another major initiative taking place in most provinces-primary care reform-which was endorsed by the provincial Deputy Ministers of Health in 1995 (1) . A common feature of these initiatives is the desire to integrate a more comprehensive range of services, including mental health services, within primary care settings.
Another factor comes from mounting and compelling evidence of the key role the family physician can play in delivering community mental health care. The recent Ontario Mental Health Supplement to the Ontario Health Survey found that over 50% of individuals who received mental health care received it from their family physician. This is twice the number of individuals who received services from any other professional group. An even more significant figure from the same survey suggested that 72% of individuals received no mental health care over the course of a year (2) . As 85% of the population will visit their family physicians over a 12-month period, the family physician is well placed to initiate treatment or a referral for many individuals with currently untreated psychiatric disorders, if appropriate support is available and accessible.
There are other reasons why psychiatrists and primary care physicians are beginning to recognize the importance and desirability of working more closely together. In many communities, psychiatrists and family physicians are attempting to resolve the problems that have arisen between the 2 disci-plines and are looking at ways of strengthening their contacts. In an era of reductions in funding for mental health services, the potential benefits of reduced health care costs and improved outcomes, resulting from early and effective interventions, are propelling psychiatrists and primary care physicians toward new models of collaboration.
The importance of collaborative partnerships was reflected in the recent joint position paper on Shared Mental Health Care in Canada (3) produced by a working committee of the Canadian Psychiatric Association and The College of Family Physicians of Canada. This paper presented a variety of strategies to enhance collaborative care between psychiatrists and family physicians.
One of its more interesting observations was the recognition that working closely with primary care physicians should not be seen by psychiatrists as an emerging subspecialty area. Instead, it needs to be considered an integral part of the activities of all psychiatrists, irrespective of the setting in which they work or the specific populations they serve.
The papers in this section reflect and add to the gathering momentum within this expanding aspect of clinical practice. They represent some of the more innovative and groundbreaking work in this area that is taking place in Canada. More importantly, they provide scientific data on the scope of the problems encountered by physicians, the success of attempts to address these problems, and the identification of key issues that need to be considered in further research.
The first 2 papers are based on population surveys in the city of Edmonton and the province of Ontario and provide Canadian data on the use of health care services by individuals with emotional problems. The 2 papers have many common findings. Both, for example, found similar percentages of individuals with psychiatric disorders who receive no mental health care at all over the course of a year and of individuals who will visit their family physician during this period. While both papers identify the key role family physi-cians may play in delivering mental health care, this is unlikely to occur without new models of collaboration that support family physicians and increase accessibility to mental health services.
These last 2 points are reinforced in the third paper in the section. This paper summarizes a series of focus groups held across Ontario that asked family physicians about their experiences working with psychiatrists and what could make this contact easier. This paper reminds us that providing mental health care occupies significant amounts of time in a family physician's workday. It also highlights the frustration many family physicians feel with the lack of support they receive from their colleagues in psychiatry and the perceived inaccessibility of many psychiatric resources. These findings, consistent with studies in other jurisdictions, reveal a worrisome lack of collaboration between 2 groups of physicians who should be providing well-integrated and complementary care for their patients. It is a finding that psychiatrists need to take seriously. We need to look at ways of establishing closer contacts with our colleagues in family medicine to assist us in learning what it is family physicians are looking for from us and how we can respond to these needs.
Further developing this theme, the next 3 papers in the section look at innovative models of clinical collaboration. One describes the efforts of a general hospital outpatient program in downtown Toronto to establish better links with local family physicians serving a culturally diverse population. The second paper describes the experiences of a psychiatrist in providing telephone backup to local family physicians. It reminds us that the telephone remains an easy-to-use and versatile instrument of communication.
The third of these papers is based upon the work of the Hamilton-Wentworth HSO mental health program, one of the more extensive collaborative programs in North America. This paper examines the role of the psychiatrists working within family physician's offices and the benefits and challenges of this approach.
The final paper comes from an American program and reviews results from the Michigan Depression Project, which has been collecting data on depression in primary care for over 10 years. In addition to presenting a summary of prior and current research, the authors present a sobering analysis of the complex ways mental health problems are presented and can be treated in primary care. Their findings provide us with an important lesson. Collaboration between psychiatry and primary care is an emerging field. If it is to thrive, it needs to be based upon fresh models and paradigms for understanding the course and presentation of mental health problems in primary care, new methodolgies and screening instruments for detecting these problems, and innovative approaches to treatment and continuing education that translate the skills and concepts we possess into models which are applicable to the demands and realities of primary care.
Among them, these papers raise 4 major themes to be borne in mind by any service or psychiatrist considering working in primary care: 1) we need to understand the demands of primary care; 2) we need to appreciate the varied ways in which mental health problems can be presented in primary care; 3) we must improve communication with our colleagues in family medicine; and 4) we must translate current psychiatric treatments and concepts to make them relevant to the culture and needs of primary care.
Above all, these papers point toward the need to evaluate and determine the cost of these new approaches. Positive findings that suggest better outcomes for our patients can then be integrated into day-to-day practice. Furthermore, we must also learn what does not work, and why, and be willing to dispense with models that are ineffective.
If we can achieve this, we are opening the door to new models of clinical collaboration, opportunities for early intervention and prevention, and innovative approaches to continuing education and resident training. And as health care systems shift from hospital-based to community-based care, these models are ones that other specialties may wish to emulate. The challenge is there. Now we must rise to meet it.
